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Piiconium has intrinsic value. Those old 
‘ Ticonium cases that are no longer of serv- 
ice to your patients are worth money. Of course you can add 
one or more teeth to a Ticonium case, but where extensive 
extractions indicate a new case —send in the old Ticonium 
case — it has a value. Our Ticonium laboratory has plenty of 
value too. We can help you with your prosthetic problems. 
We'd like to call your particular attention to the new Ticonium 


#50 —it has everything! 


THA 


pil! 
— Ry | 
| ON 
N 
THI 
ONIy 
\ 
A 
| 
Of 
C 


for Dentists, 
Dental Assistants 


and Dental Hygienists 


Published monthly by TICONIUM 
413 North Pearl St., Albany 1, N. Y. 


Annual Subscription, $2.50 


Editor, JOSEPH STRACK 
ow 


September * 1949 


THAT RAINY DAY MAY COME 


How to deal with it 1 


MUCOSTATICS 


“New problems occasioned by 
former successes” 


Rx FOR LIVING 
Meet Dr. F. M. Isaacson . 9 


ON WRITING DENTAL HISTORY 


Notes by a top dental historian 12 


THE IMPACTOR 
A short-cut in technique 14 


DENTISTRY IN THE PRESS 


Picture-reporting 16 


ow 
Copyright, 1949, Ticonium 
ow 
Opinions expressed by contributors 
0 TIC Magazine do not necessarily 
telect the views of the publishers 
Printed in U.S.A. by 


New England Printing and 
Lithographing Company, Inc. 


Cover artist, John Schuster Studios 


That Rany Day 


ay Come 


By ARTHUR H. LEVINE, D.D.S. 


EPORTS from many parts of the country in- 
R dicate that dental incomes are dropping. Dental 
laboratories and supply houses, infallible barom- 
eters of business trends in the profession, state that 
the big spending spree is over. As one laboratory owner 
put it: “I had a bad month a while back and thought 
it was seasonal. But when it continued for five months I 
knew it wasn’t the weather.” In the words of a supply house manager: 
“Business isn’t really bad but it is not what it used to be. The dentists 
are buying only what they actually need and they are being more dis- 
criminating.” 

It is only because the dislocation of the war-years has not yet been 
adjusted that we have the peculiar condition of some industries boom- 
ing while others are complaining. That is why automobile prices are 
still high while dresses, sweaters, and men’s neckties are on sale. A well- 
known manufacturer of appliances announces a small cut in prices; but 
try to buy a piece of good carpeting. 

And so it is with dentists. Some feel the pinch badly; others have not 
suffered but see it coming. The signs are unmistakable. Ask any depart- 
ment store executive and he will tell you that outstanding accounts 
have jumped. People are not paying their bills as rapidly as they did. 
Credit buying is being encouraged. It all means that, in some form or 
other, an economic reversal has started. 

Economists all agree that no one can foretell when a depression will 
hit and no one can predict how precipitous it will be. But on one fact 
they all seem to be of the same voice, namely, that business it taking 
a downward trend. 

What can the dentist do about it? Does he have to sit and wait for it 
like an approaching storm? Can he do something to protect himself? 
The answer is “Yes.” 

In the shoe-repair business, many of the machines used _ by the in- 
dividual storekeepers are rented on a royalty basis. The machines are 
maintained by the company that installs them so that the man who 
rents them pays in accordance with the amount of business he does. No 
business, no royalties. 

But with a dentist it is different. He has no such flexibility with equip- 
ment and rent, which are so important a part of his overhead. Here lies 
the secret of being well prepared for a slow-down in business — keeping 
the inflexible overhead down to a sensible minimum. 

The answer to the question “What can the dentist do?” is this: He 
can re-appraise his overhead in the light of what is flexible and what 
is not. 

Expenses like laboratory fees or purchase of dental supplies are, of 
course, quite flexible. When business is slow the dentist is not sending 
as much work to the technician and he is buying fewer supplies. Like- 
wise, the salary of any office help is flexible. If necessary, in hard times 
a dentist can let his secretary go. 

Rent, however, is another story. It is the biggest, inflexible part of 
the overhead. A man signs a lease or takes out a mortgage that usually 
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runs for many years. He can’t change horses in 
mid-stream. And even if it were possible, it is 
never easy for a dentist to move. 

The important thing to do, therefore, is to look 
far ahead and try to establish a fixed overhead; 
one that can be maintained if business slides off, 
and one that will not reflect unfavorably on the 
type of dentistry that is being practiced. 


One Man’‘s Approach 


An example will bear out the point. Here are 
two men just starting in practice, Dr. White and 
Dr. Black. They are both faced with the unfortu- 
nate situation of establishing a practice when 
building and rental costs are at an all-time high. 
Dr. White plans in the light of the dangers of 


going overboard on inflexible overhead. Dr.: 


Black does not. 

Dr. Black looked around a well-to-do suburban 
community about 20 miles from a metropolis and 
decided it was the place for him. He found some 
space in a fairly modern building with stores be- 
low and one floor of offices above. The rent was 
$90. He signed a five-year lease. He could have 
rented a less expensive place but the building 
was not as modern looking. 

At the same time, he was fortunate in finding 
an apartment for his wife and small baby. True, 
it was a dingy, dark, three-room railroad flat over 
a butcher shop in a dusty, noisy neighborhood, 
but it was a place to live. He was lucky to get it 
—for $90 a month. Aside from the fixed charges 
for equipment, Dr. Black was saddled with a 
combined rent of $180 for house and office. He 
saw no other solution. 


Another Man’s Plans 


Dr. White did it differently. He started out by 
thinking along the lines of Dr. Black, but soon 
came to the conclusion that the inflexible over- 
head was too large for a young man starting in 
practice with no idea of what lay ahead. For his 
ease of mind he wanted to be more solvent. 

The first step was to give up the idea of being 
in a business section. He began looking around 
less populated areas, realizing, of course, that 
he would have fewer people to draw from. He 
finally located a new housing development out 
in the country. 

There were no stores or business section, just 
a few rows of small houses with five rooms, all 
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“HE SAYS WHEN HE LIVED IN THE COUNTRY HE 
ALWAYS PAID HIS DENTIST THIS WAY.” 


on one floor. The houses were for rent, not for 
sale; and only for GI’s. Dr. White was a GI, so 
that was all right. The bungalows were plainly 
designed and inexpensively built; and rent was 
$90 a month. But they were new and they were 
out in the country, a fact his wife appreciated in 
view of their six-month-old baby. 

That took care of the living quarters. For an 
office, he worked out an arrangement with a 
young physician who was starting out just as he 
was. The physician rented a similar place two 
houses away. The house between them they 
rented together as an office for both. That gave 
each of them office space for $45 a month. 

Dr. White’s total rent is now $135 a month, as 
against Dr. Black’s $180. In addition, he has a 
brand new house with a sparkling kitchen and a 
sunny place to put the baby without dragging 
him up and down a flight of stairs. He has a new 
office in pleasant surroundings and, although he 
does not have a concentration of population to 
draw from, he does not have the competition that 
goes with it. As the community grows he will 
grow with it. His future looks bright. 

For the older men who are already established, 
the situation is a little more difficult. It is not 
easy or advisable to shift a practice without good 
cause. But the same reasoning applies. Even an 
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established dentist may be carrying too big an 
overhead, a fact not readily discernible when 
business is good. 


Can You Stand a Cut? 


If a man can take a cut in business representing 
about one-third of his gross, and still stay in busi- 
ness with approximately the same living standard, 
then his inflexible overhead is not too large. In 
other words, if a dentist grosses $900 a month and 
it drops to $600, he should be able to hang on if 
his set-up is sound. It does not mean that he can 
save, or live lavishly. But at least he will not be 
forced to spend more than he earns, or reduce his 
standard of living appreciably. 

If a man finds that he cannot go on the same 
way with an income drop of one-third (it can be 
determined easily with paper and pencil), then 
he had better look to his overhead. This figure, of 
course, is rough and may not be applicable in 
every area of the nation. What it does is to force 
a man to think of his position if business gets 
worse. If he cannot sustain himself under those 
circumstances then it would be wise to re- 
appraise his entire set-up. 

Generally speaking, the men who have been in 
practice for about ten years or less have never 
been put to the acid test. They have never had an 
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opportunity to see what would happen if business 
took a tumble. The last serious depression took 
place after the stock market crash of 1929. It 
reached its real bottom somewhere around 1934 
and then started to climb very gradually. As a 
result, things were looking up from 1938 on. A 
dentist, therefore, who opened his office around 
1938 or later never encountered the harassing 
anxiety of watching his income drop steadily be- 
cause of nation-wide economic difficulties. 

It is the purpose of this article to get each den- 
tist to project himself mentally into the middle of 
a depression in order to determine whether he has 
established himself on a sound business basis. 

After due contemplation, with recourse to 
sound advice from those who are equipped to 
advise, a dentist should make his decision. If he 
decides that a move is in order, it is far more advis- 
able to make that move now, when business is 
fairly good, and his mental attitude is right, than 
to wait for that depressed moment when the move 
is forced upon him and he, in a distorted frame of 
mind, considers himself a dismal failure. 

All of us have tried to put something away for 
a rainy day, but during the past few years it has 
been virtually impossible to save because of the 
cost of essential commodities. If, on top of those 
years without savings, business becomes worse, it 
will be especially important for every dentist to 
prepare for that rainy day if preparation is at all 
possible. It means examining all expenses, par- 
ticularly the fixed ones, against the projected 
background of stormy economic weather. 


The Security of Dentistry 


All in all, a dentist is in a happy position. When 
things get bad, his loss is a matter of degree. He 
will lose some of his practice but never all. A busi- 
ness man, however, can be wiped clean in a 
matter of days. During such times a dentist can sit 
back and say: “This is one of the reasons I studied 
dentistry, so that I would have a skill that no one 
could ever take away from me. It is a security 
that justifies my long years at college without 
earnings.” That is what every dentist has a right 
to say to himself. There are men in business to- 
day who would like to buy that kind of security. 
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HARRY L. PAGE 


“The big parade in impression techniques has 
ended for the dentist who is thinking.”' When Dr. 
Albinson made this observation, he did not mean 
that “finis” had been written to all prosthodontic 
difficulties. He was quite aware that the prostho- 
dontic story was still incomplete. He meant that 
Mucostatics had closed one chapter; the chapter 
on impressions. That much had been written, had 
been read by “the dentist who is thinking,” and 
could be laid aside. He was in thorough agreement 
with Dr. Donal H. Draper as the latter said, “The 
first sane, sensible and logical set of rules for den- 
ture bases that I have found came to me through 
Mucostatics.”* But, he also agreed with Dr. 
William R. Dykins who had previously written, 
“I now know that a corner of the curtain has been 
drawn aside and a field exposed that, far from 
having been explored, has been scarcely 
glimpsed.”* The actual thoughts of all three par- 
alleled those expressed by Winston Churchill: 
“We are vexed with new problems occasioned by 
our recent successes.” Perhaps, before pointing up 
these “new problems” we should go back for com- 
plementary data. 
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M ucostat ICS « A Brief Introduction 


By HARRY L. PAGE 


(The third and concluding installment.) 


Debut of Mucostatics 


Mucostatics made its eastern debut at Albany, 
New York, in August, 1941. There, at the invita- 
tion of Ticonium, approximately 400 dentists and 
technicians from all parts of the Americas had 
assembled. The occasion was the annual Ticon- 
ium “Refresher,” lasting several days and present- 
ing developments in both clinical and technical 
fields. That year, among many and varied sub- 
jects, Ticonium offered two that were new to den- 
tistry. In the technical field, the injection flask for 
acrylics was demonstrated and offered for 
national sale and distribution by the flask’s de- 
signer and Ticonium’s guest, Dr. Walter J. Pryor 
of Cleveland, Ohio. In the clinical field, there was 
Mucostatics, presented by the author. 

Among the number attracted to Mucostatics at 
this meeting were two who have since played im- 
portant parts in Mucostatic history. One, Dr. 
William R. Dykins of Nanticoke, Pennsylvania, 
is now rated as being one of the foremost authori- 
ties on Mucostatics in the world and is in constant 
demand as an essayist and clinician on both im- 
pressions and on articulation. The other, Mr. 
Harry J. Adams of Scranton, Pennsylvania, be- 
came the first laboratory owner east of the Rock- 
ies to cast Mucostatic bases. Besides his local fol- 
lowing, he still enjoys a small but select clientele, 
almost national in geographical spread, that pre- 
fers his cast reproductions. Dr. Dykins, with the 
cold caution of the British, and Mr. Adams, with 
the explosive ebullience of the Irish, were excel- 
lent foils for one another. They probed straight to 
the heart of Mucostatics and subjected it to pro- 
longed clinical practice and observation. 

In 1941, as prosthodontic literature of that 
period reveals, dentures were considered suc- 
cesses or failures almost wholly in terms of the 
success or failure of the lower impression. This is 
not to say that other factors were being disre- 
garded. All phases of prosthodontia came in for 
time and attention. But, the role of malicious vil- 
lain, that of the blackguard knifing every prospect 
for denture success, was pretty generally assigned 
to the supposedly vexatious and pesky lower. It 
was almost universally held that once a solid 
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lower could be obtained and maintained, the 
profession would soon see the balance of its pros- 
thetic problems dropping into their respective 
niches in orderly submission. Upper dentures 
were looked upon as a commonplace task. How 
they turned out to be quite the opposite, and the 
reasons why uppers are far more difficult than 
lowers, has been covered in a previous install- 
ment in this series. Articulation came in for much 
voluble discussion but there were comparatively 
few who saw it as anything formidable. 


“Just Show Me How” 

Following the Albany exposition, the demand 
for Mucostatics was beyond satisfying. Such a 
response to its then radical ideas was, of course, 
most flattering. But, the tones of the reception had 
among them dissonant chords. It was all too plain 
that the beliefs and incentives behind this de- 
mand were fraught with trouble. Far too many 
prospective Mucostats were admittedly actuated 
by the concept that all denture problems would be 
solved with the solution to the lower impression. 
Too many, also, were indifferent to the Principle, 
the backbone of Mucostatics. These wanted “tech- 
nic” and they wanted it in capsule form ready to 
take without bothersome mental exercise or even 


digital practice. The predominant attitude at the 
beginning was, “To hell with the reasons. Just 
show me how.” 

Lectures for class members taking practical in- 
struction were often attended grudgingly and 
were skipped freely because these lectures held 
strictly to discussions outside the realm of “tech- 
nic.” It soon reached a point where it became a 
standard procedure to warn every class that four 
out of five would probably drop Mucostatics 
within six weeks. Without a close study of the 
principle and an appreciation of the background 
of Mucostatics, there would be too few reserves 
for solving problems about to arise; problems that 
were undreamed of in conventional denture prac- 
tice. As a rule, the response was a hearty denial 
wrapped in good-natured raillery. The forecast, 
however, turned out to be fairly accurate. As for 
warnings on articulation, these were brushed 
aside and dismissed instanter. “Bites” were con- 
sidered of little concern in comparison to a stable 
lower. 

It was difficult to know just how to handle this 
situation. It would, certainly, be no asset to any- 
one if dentists threw Mucostatics overboard al- 
most as soon as they tried it. It was not to be ex- 
pected that they would connect the trouble with 
themselves. That their default would influence 
others adversely was unquestioned. On the other 
hand, there was little possibility of selecting those 
who were to receive instruction. Who was the 
master mind to make the choice? Experience 
proved talent over at the crossroads store to be 
equal to that in the chrome-plated towers and vice 
versa. Mucostatics, being an entirely new concept, 
brought the ability of the denture authority and 
that of the humblest practitioner to the same level. 

After much worried cogitation, it was decided 
to let the law of averages precipitate the solids 
from the liquids. That turned out to be the wisest 
plan of action. Those who were natural students 
quickly sensed and appreciated the value of the 
new approach. They may not have expressed it 
as succinctly as did Dr. Draper in calling Muco- 
statics “The first, sane, sensible and logical set of 
rules .. .” but they understood the value of an 
entirely new concept where the study of reasons 
was paramount and where “technic” was reduced 
to its subordinate and proper role. They appre- 
ciated, too, the complete release from the restric- 
tions imposed by the conventional step-by-step 
procedures. They understood that not even the 
practical instruction was to be construed as a 
“technic,” but only as proof that a stable denture 
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base was possible on every conceivable type of 
lower mouth. Once grounded in the Mucostatic 
concept, they were free to design their own “tech- 
nic.” Several ingenious methods were devised and 
are now in operation. And, as they grew better 
versed in causes and effects, these successful stu- 
dents were favorable examples influencing the 
return of many who had failed because they had 
tried to reduce Mucostatics to some conventional 
standardized procedure. Cerebral exercise had 
finally begun to replace mental exercise in pros- 
thodontia. 


The “Parasitical Problems” 


Returning to Dr. Dykins, we find that the bit- 
ter had mixed in with the sweet. He had found 
himself beset with one of the most irritating 
parasitical problems in denture construction. 
While most of his cases were satisfactory far 
above the average, a certain percentage plowed 
up trouble of a maddening and, at first, a most in- 
comprehensible kind. Careful questioning of 
patients showed no complaint from denture 
movement. Mucostatic lowers held their place 
firmly and steadily. No food or seeds worked 
their way under them. Patients reported an 
ability to chew as they never had been able to 
chew with dentures before. But, some of them 
were bedevilled with a persistent soreness. Nor 
was Dr. Dykins alone in this predicament. It 
was nearly universal. There seemed to be no ex- 
planation and, what was worse, there seemed to 
be no remedy. To pile confusion upon bewilder- 
ment, all dentists had been warned against cut- 
ting Mucostatic bases in an effort to provide 
the conventional type of “relief.” There was good 
reason for such warning, reason based upon 
ample experience. 

Every base had been tested in the patient’s 
mouth and had proved to be an exact and com- 
fortable fit before the teeth were mounted. Hence, 
it was manifest that the customary grinding of the 
base to stop soreness could do nothing but ruin 
that fit. Nevertheless, and in desperation, many 
dentists tried “relief.” In almost all cases, the re- 
sults were merely an intensification of the pain. 
Further grinding succeeded only in reducing the 
bases to useless misfits. 

All kinds of teeth were tried. At times, there 
appeared to be some indications of relief. Eventu- 
ally, however, the same exasperating percentage 
of sore cases crept back into the picture. To better 
emphasize the solution, suppose we quote Dr. 


Dykins at this juncture. It was he who discovered 
the cause of the trouble and the type of remedy 
needed to obviate the distress. 

“With the use of Mucostatic bases, previously 
hidden malocclusion errors came to the surface 
and screamed for attention. Among other things, 
there resulted an unprecedented type of soreness 
.... Paradoxically enough, this was so because 
dentistry had been granted what it sought; — the 
base was solid. 

“Bases built to the orthodox impressions .. . 
create a so-called ‘tissue resiliency’. .. . This pro- 
vides a compensatory action; like a shock ab- 
sorber for the traumatic forces induced by maloc- 
clusion.” 

There lay the difference between the old and 
the new. Articulation was not so advanced after 
all. And, it had taken the solidity of the Mucosta. 
tic bases to uncover the fact. Bases built to the 
conventional impression concepts could and did 
move up, down or laterally on the tissues. There- 
fore, the occlusal discrepancy almost always pres- 
ent was hidden by a slight movement or twisting 
of the whole denture to accommodate. At the 
same time, the gradual absorption of the blow 
acted as a buffer to prevent harsh shocks that 


DR. WILLIAM R. DYKINS: “A field .. scarcely glimpsed.” 
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such a malocclusion should have delivered. Muco- 
static bases, on the contrary, persisted in holding 
their position. As a consequence, malarticulation 
transmitted continuous and unsoftened blows to 
the underlying tissues until the latter became ex- 
tremely sensitive. 


The Sharp Denture Border 


At this point, it will be apropos to cover one of 
the most heatedly debated precepts of Mucosta- 
tics. As is well known, Mucostatics advocates den- 
ture borders with no roll. Borders are specified to 
be sharp. This does not mean a sharpness such as 
would slice flesh. It does mean a type of border 
similar to that found on the cutting edge of a table 
knife. The reasons have been explained elsewhere 
many times. Such borders need no defense. Tens 
of thousands of patients have worn Mucostatic 
dentures for years, serenely unaware of those 
sharp borders. 

However, most of the soreness under Mucosta- 
tic dentures did appear at the edges. Soreness in- 
side the periphery was rare. Those who were par- 
tial to the time-honored “peripheral roll” insisted 
that the trouble was traceable to this heretical 
type of sharp denture border. In forming such 
conclusions, however, something quite obvious 
was overlooked entirely. Mucostatic denture 
edges are equally sharp everywhere but the sore 
spots occurred only at occasional places, exactly 
the way they occurred along the borders of den- 
tures made with the conventional roll. In addition 
to this, it was demonstrated until it became tire- 
some that a correction of the articulation always 
remedied the trouble without the necessity of 
changing the borders. 

Once the cause of the trouble had been isolated, 
corrective experiments and measures followed. It 
is now quite apparent that radical changes in 
articulation concepts are unavoidable. As a result, 
prosthodontia must prepare itself for some star- 
tling upsets. Most of the ideas prevalent in impres- 
sions in 1941 have long since given way to the 
changed order instituted by Mucostatics. The 
same thing is about to happen in articulation. The 
casualties among standard beliefs and procedures 
will be heavy. The face-bow, the gothic arch trac- 
ing, and even the hitherto universally-honored 
centric, are among the concepts doomed. Articula- 
tion is finally headed for the place where it will 
emerge from chaos and begin to make sense. 
There will, naturally, be the necessity of overcom- 
ing opposition engendered by contradictions to 
standard practice. Nor will this be a smooth task. 


DR. DONAL H. DRAPER: “The first . . . logical . . . rules.” 


Already, that opposition is beginning to follow 
the resistance pattern that dogged Mucostatics. 
Despite universal dissatisfaction with today’s re- 
sults, there is still an almost universal preference 
to defend and cling to known ills rather than 
undergo the mental distress of mastering unfamil- 
iar concepts. 
“Lasting Stability’ 

In summary, if anyone wanted a single state- 
ment epitomizing all for which Mucostatics 
stands, it would be quite feasible to find or form- 
ulate several. But each would come back to and 
mean the same as the Mucostatic Principle. To 
date, that principle has answered every question 
whether such question be clinical or technical. 
The first word in the principle is “lasting.” The 
second is “stability.” “Lasting stability” implies 
everything from initial fit to indefinite tissue pres- 
ervation. Then follows the means by which “last- 
ing stability” may be obtained. 

From the type of snap impression trays to the 
final denture base, not one operative question can 
escape the dictum, “. .. demands an impression 
and denture base that are accurate negatives of 
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HARRY J. ADAMS: ‘First laboratory . . . east of the Rockies.” 


the ridge tissues in their normal, passive form.” 
Any tool, any material or any operative maneuver 
that violates that rule means a misfit, destructive 
denture base and makes all attempts at articula- 
tion a farce. It is amazing how few conventional 
tools, materials and procedures are acceptable 
under that principle. Conversely, it is equally 
amazing how simple it is to secure “lasting stabil- 
ity” and real articulation when tools, materials 
and procedures do conform to the Mucostatic 
Principle. 


“What is Mucostatics?”; Dental Survey, July, 1948 
"Oral Hygiene, January, 1946; p. 76 
*‘Mucostatics — A Principle, Not a “Technique,” Mono- 
graph Introduction, June, 1945 


Editor’s Note: In the July issue of TIC, Mr. 
Walter Brunner was erroneously referred to as 
Dr. Walter Brunner in the legend that accom- 
panied his photograph. Mr. Brunner is the owner 
of the Brunner Dental Laboratory, Los Angeles, 
Calif. 


About the Author 


Editor's Note: In response to TIC’s request for personal 
data, Mr. Page supplied the following: 


A product of the Nutmeg State, that part 
of New England unsullied by Boston’s broad 
“A” on the Northeast or Manhattan’s “boid” 
on the Southwest. Grew up in the usual man- 
ner, falling out of apple trees (neighbors’), 
catching yellow perch in the Bantam River 
and shooting partridge on the sere hillsides 
of Milton and the Cornwalls. 

A physician father and an author-mother 
exerted subtle influence on the usual sub- 
adolescent yearning to grow up to a fire- 
man’s helmet. The facts of life came first- 
hand “assisting” the physician at births and 
deaths. Distaff urging toward higher train- 
ing prevailed. After Hotchkiss, the second 
year at Yale was finishing when the “Under- 
seaboats” of the late unlamented Wilhelm II 
sank the Lusitania. That meant school was 
over and an education began. 

World War I was spent splitting the “wild 
blue yonder” at the sticks of “Jennies” cap- 
able of almost 100 mph if in a power dive 
and the wings held. Besides the traditional 
silver wing, there was the sparsely issued 
gold wing, insignia of a “Gosport” flying in- 
structor. The war ended, as usual. Back to 
Connecticut and the job of learning theoreti- 
cal and practical heat exchange engineering. 

This task, plus rearing three children, pos- 
sibly was too strenuous. Came a nervous 
breakdown. The locale changed from “stern 
and rockbound” New England to sunny Cali- 
fornia and what was to have been about two 
years of light industry. But, the depression 
came. “Light industry” persisted four times 
its intended span. 

Among the several depression bred 
“commission” assignments came the contact 
that developed into Mucostatics when two 
Los Angeles dentists wanted some patented 
lower impression trays sold. While the trays 
were forgotten long ago, the complementary 
lower denture problem continued intriguing. 
It became the old story of the unwary hand 
holding the bear by the tail. What happened 
is the Mucostatic story; a story being told 
elsewhere. 
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for Living 


DENTIST FELIX M. ISAACSON —COLLECTOR OF IVORY 


One day in 1915 young Felix Isaacson was 
given a laboratory assignment in the old Tulane 
Dental School at the University of New Orleans 
that was to open up a whole new way of life for 
him. He was handed a few small pieces of ivory 
and told to carve them into models of human 
teeth. He became interested in ivory, so interested, 
in fact, that today he is not only an authority 
on ivory carvings but has one of the finest collec- 
tions in the country. 

Housed in a specially-built room in his New 
Orleans home are exquisite carvings from all over 
the world. One of these, the Seven Chinese Gods 
of Luck, is surrounded by mystery and adventure. 
While wandering about the waterfronts of Pan- 
ama many years ago, Dr. Isaacson was approched 
by an old sailor who offered the Chinese piece for 
sale. Impressed with the carving’s fine detail and 
flawless workmanship, Isaacson bought it. Not 
long afterward, a Panamanian priest called at the 
dentist’s Louisiana home and begged Isaacson to 
sell the intricately-cut piece to him. The clergy- 
man was quite desperate. He explained that he 
had learned in Panama about the sale of the 
sculpture to Isaacson, and that he had left for the 
States at once to retrieve the object. Dr. Isaacson 
tried to learn why his visitor wanted the piece so 
urgently, but the Panamanian refused to tell him. 
Isaacson inquired about its symbolism, back- 
ground, or other special value, but the visitor re- 
mained adamantly secretive. He raised his initial 
offer of $500 to $1,500. However, when the clergy- 


“. . . CAREFULLY-KEPT ORIENTAL SECRET . . .” 


By JOSEPH GEORGE STRACK 


DR. ISAACSON 


man steadfastly refused to explain his special in- 
terest in the object, Isaacson rejected all the of- 
fers made by his mysterious visitor. To this day 
Dr. Isaacson does not know the nature of the 
secret of the Seven Chinese Gods of Luck. 


A Universal Collection 


Another interesting carving is that of 15 ivory 
filigree balls, one inside another, cut from a solid 
sphere of ivory. The late Robert Ripley featured 
it in his “Believe-It-Or-Not” series. Among Isaac- 
son’s priceless pieces of French ivory are a series 
of eight billiard balls, cut in half and carved into 
scenes from history, one group of which portrays 
the last days of Louis XVI. His Viennese art is 
represented by three miniature musicians, each 
sitting on a tiny beer barrel. Among his American 
art is asuperb sculpture of Man O’War. The rarest 
and most costly pieces among the hundreds that 
glisten in their lighted cabinets are three poly- 
chrome figurines. Painting ivory is a carefully- 
kept Oriental secret, and these three Japanese- 
women figures are perfect examples of that fascin- 
ating art. 

Much of Dr. Isaacson’s success as a collector of 
beautiful ivory art can be traced to well-disci- 
plined habits. When he became associate profes- 
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sor of peridontia at Tulane in 1920, he spent every 
hour he could visiting most of the larger schools 
of dentistry to observe the methods and proced- 
ures of teaching in those schools. When he was 
first given the bits of ivory in dental college, he 
was determined to learn as much about the sub- 
ject as he could. And he did exactly that. He col- 
lected American pieces, then European, then 
Oriental; and, in time, began intelligently to build 
one of the finest collections owned by an indi- 
vidual. 
“A Lifeline” 


“A hobby is not mere pastime; it’s a lifeline,” 
- he explains. “And I’ve got a number of lifelines. 
More important, they are lifelines for the whole 
family, my wife and my sons, Buddy and Jerry, 
included. All of us fish, garden, play the piano, 
raise gold fish in an outdoor pond, and raise 
tropical birds in our aviary. Every Thursday I 
take a day off, and Lois and I go fishing. Fortu- 
nately, each member of the family is interested 
in all these outdoor activities, and the ivory col- 
lection constitutes a common indoor interest as 
well. Thus, we seem to have struck a good bal- 
ance, with both indoor and outdoor recreation; 
and a range of interests that include both nature 
and art.” 


The number and variety of interests of the 
Isaacson household are such that parents and 
children are always on the alert and up-and-doing. 
They put a lot into life and get a lot out of it. They 
are psychiatry-proof. 

As Dr. Isaacson put it, “When you have one 
or more special concerns in life, you are always 
on the lookout for them, whether traveling, visit- 
ing, reading, conversing or corresponding. Your 
interests represent your special knowledge, spec- 
ial viewpoints, special concepts. They open up 
possibilities of the satisfactions and rewards that 
come from mastering new and different fields. 
They help you to realize your potentialities, 
develop your individuality, and project your per- 
sonality. They help one to grow, and I regard that 
as the primary objective of all life.” 


ToTic’s readers who may be interested in ivory, 
Dr. Isaacson explains: “Genuine ivory is charac- 
terized by its peculiarly fine grain and its elastic- 
ity. For instance, I have seen riding whips made 
of longitudinal sections of whole elephant tusks. 
There is a difference between African elephant- 
ivory and Asiatic ivory. The African ivory turns 


a dark yellow with age. Asiatic ivory never 
changes from pure white.” 

Dr. Isaacson obtained his D.D.S., from Tulane 
in 1917. He practices in association with his 
brother, Irwin, who also obtained his dental de- 
gree, in 1921, from Tulane. He is on the visiting 
staff of Hotel Dieu Hospital. 

Felix Isaacson has a wholesome sense of humor, 
but it is strained whenever he is exposed to the 
inevitable gag which goes something like this: “He 
drills the ivories of his patients, tickles the ivories 
of his piano, and collects the ivories of elephants.” 
As one alliterate wag put it, the New Orleans den- 
tist is “a master of teeth, tunes and tusks.” 


Like Any Other Dentist 


Yes, I’m a dentist in our town, 
And folks say I’m a cheerful cuss, 
Because I never scowl or frown, 
Or start a row, or raise a fuss. 
Although my nerves are frayed, 
I strive to treat my patients right; 
I'll tell the world, what I have made 
I’ve earned by working day and night! 


I have a hundred things to rile, 

And make me fume and rage and swear, 
And fill my body full of bile, 

And rob me of my thinning hair! 
Sometimes I stifle back a roar, 

And clinch my jaws, when I would cuss! 
Lord knows, I have my trials galore... 

Like any other dentist does! 


I often get the stomach cramps 
When patients torture me with talk! 
I’m swindled by the charge-it scamps, 
Who get their dental bills — and balk! 
All day, I hear of patients’ aches, 
And endless tales of mortal ills... 
Nine-tenths of which are foolish fakes, 
And all they need’s a dose of pills. 


Ah, yes, I have my woes to bear — 
A thousand things to rile and fret, 
And burden me with carking care, 
And steal away my joy... and yet 
I never fume or fuss or cuss, 
But stand the strain upon my nerves, 
Like any other dentist does 
Who loves his job, and truly serves! 


James Edward Hungerford 
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On Writing Dental 


By BERNHARD WOLF WEINBERGER, D.D.S. 


Editor’s Note: Dr. Weinberger, author of the definitive AN INTRODUCTION TO THE 
HISTORY OF DENTISTRY, is one of dentistry’s greatest living historians. To many, 


he is the foremost. 


In the following commentary, Dr. Weinberger analyses statements made in June 
TIC, by Ray Freedman, regarding Josiah Flagg, Jean Pierre Le Mayeur in America, 


and early dental advertising. 


All students of American dental history will be interested in the information, 
clarification and interpretation offered by Dr. Weinberger. 


The importance of an accurate historical record 
of a profession cannot be overestimated. In an 
editorial in the Dental Cosmos for April, 1933, 
the following appeared: “When, however, one 
becomes sufficiently interested in the history of 
dentistry that he feels impelled to write on the 
subject he assumes considerable responsibility to 
those to follow in endeavoring to attain meticu- 
lous accuracy of his data .... One of the most 
annoying incidents in the life of the historical re- 
searcher ... is to find that it is incorrect and use- 
less.” The editorial above mentioned was written 
to supplement an article of mine as to “The Causes 
of Errors in Dental History.” 

Of the many errors then mentioned was the 
following: “Instead of relying entirely upon what 
someone else has contributed, adding some more 
hearsay and ‘myths’ it will be necessary to start 
from the very beginning and utilize only docu- 
mentary material in its preparation.” 

Last August there was published my new two- 
volume An Introduction to the History of Den- 
tistry, of which the second volume pertained to 
the story in America. It is to be regretted that Ray 
Freedman did not consult this work before send- 
ing in for the June issue of TIC his article on 
“Josiah Flagg, First American Dentist,” for he 
then would not have continued to relate facts 
that are today considered obsolete. Besides in- 
correct statements, he has introduced conjectures 
that have no place in historical writing. What 
proof has the author that Flagg “introduced more 
advanced methods of dentistry to a foreign land, 
which Londoners treated with skepticism and 
ridicule”? Could he “have demanded a seat in 
Parliament had he so desired”? It is just such 
irrelevant statements made over a period of years, 
and once in print begin to be repeated, that have 
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made our early dental histories a volume of myths 
and not accurate history. 


The First American Dentist 


In order to bring the historical facts up to date 
it will be necessary to make the following correc- 
tions. Josiah Flagg (1763-1816) was not the first 
American-born dentist, for Isaac Greenwood, Sr. 
(1730-1803), the father of Isaac, Jr., John, Clark 
and William Pitt (all dentists ), began his practice 
in 1780, whilst Flagg not until 1783 or 1784. His 
baptismal record, I find, is that of July 24, 1763; 
therefore the old date of his birth, 1764, must 
be incorrect. 

Nowhere could one find in the various Massa- 
chusetts or Rhode Island archives a record of 
Flagg ever having served in the Revolutionary 
War. Apparently this statement was evolved in 
pure imagination, as was that of his meeting 
“LeMaire” in Newport or Providence. 


Le Mayeur and Lemaire 


As far back as 1934, in the Dental Cosmos, I 
thought I had cleared up this confused phase of 
early dental history in the article, “Jean Pierre 
Le Mayeur in America — No Longer the Man of 
Mystery,” and that we were dealing with two 
entirely different individuals. The one in Amer- 
ica, Jean Pierre Le Mayeur, who in 1786 angli- 
cized his name to John Peter, arrived in Amer- 
ica about the end of October, 1781, to settle the 
estate of a brother, and remained with the British 
in New York City until the end of the war. In 
fact he was unable to leave for Mt. Vernon until 
February of 1784. He died in May 1806 and was 
buried in Mt. Pleasant, Va., now West Va. The 
story of his coming over with the French and 
being in Newport in winter quarters, teaching 
Flagg, Gardette and Spence, is another myth 
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based upon pure imagination of someone not ac- 
quainted with fact. As the well-known French 
dentist, Joseph Jean Francois Lemaire, was not 
born until 1782, this would have made it impos- 
sible for him to have served with Count Ro- 
chambeau that same year. He died in 1834. 


Early Dental Advertising 


The following statement made by the author 
shows an attitude, too prevalent in the profession, 
that should be corrected. “Members of the dental 
and advertising professions may find Flagg’s ad- 
vertising highly amusing. He pointed out general 
prowess in colorful circulars .. .” In my recent 
history I devoted a chapter to “The Ethics of 
Early Advertising” wherein was written: 

“We have been inclined to look back upon the 
advertising methods of these, our professional 
forefathers, with a certain degree of patronizing 
superiority, but in that we do them an injustice, 
and do we not also discredit our historical judg- 
ment at the same time? While quackery and the 
professional mountebank flourished then, as now, 
advertising by means of circulars and in the pub- 
lic press had not at that time been put under the 
ban of professional disapproval; indeed, in the 
earlier period of our national growth a reason- 
able and dignified use of printer’s ink would seem 
to have had a certain justification growing out of 
the social conditions of the times and the sparsely 
settled state of the country. In judging the pro- 
fessional status of these pioneers we are in justice 
compelled to estimate their character in the light 
of the times in which they lived and in relation 
to the circumstances surrounding them. It would 
be as manifestly unjust to measure their acts by 
our modern ethical standards, as it would be for 
us to condemn our first parents upon an indict- 
ment of immodesty because their ideas as to 
wearing apparel differed materially from our 
twentieth century standards of propriety. To 
those who interest themselves in the study of our 
professional history it is a constant gratification 
that these men did advertise, for that custom 
furnished us one of the most available as well as 
important sources of information pertaining to 
their professional work.” 

From Flagg’s many “handbills” we are able to 
learn that he was the first American oral surgeon 
as well as orthodontist. The vast majority of our 
Pioneers in dentistry were very conservative in 
their claims for professional services, and in 
Flagg’s case we not only learn what constituted 
the practice of dentistry but that it was a dentist 
who first made use of the Caduces as a symbol of 


the healing art, the type of instruments then in 
use, as well as toothbrushes. 

To see new names of writers to historical arti- 
cles is always pleasing to those interested in the 
field, for this is an encouraging sign of a renewed 
interest in our background, and therefore should 
be encouraged. In focusing attention to this con- 
tribution it is not my desire to be critical but to 
be helpful, hoping that others will be more care- 
ful in selecting their source material, not to ac- 
cept or use material that is obsolete, but to ex- 
amine carefully the literature and find out 
whether someone, since the publication of early 
histories, has not, through further research, cor- 
rected former errors and statements. The time 
has also passed when liberties and the introduc- 
tion of personal opinions, not founded upon 
actual facts, should be included in writing his- 
tory. It has taken many years to separate the 
imaginative from the real and have our dental 
histories true history. 


He Chose Baseball 


“Doc” Casey Stengel, manager of the New 
York Yankees, once planned a career in den- 
tistry. In fact he attended Western Dental College 
in Kansas City, Mo., but did not obtain his 
degree. 


When he was 19 years old the Brooklyn Dod- 
gers beckoned to him and he forsook the dental 
drill for the baseball bat. 

His dental studies brought him the appella- 
tion of “Doc.” 
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The Impactor 


Short-Cut in Surgical Technique 


By WILLIAM POINDEXTER, D.D.S. 


One of the most important phases in dentistry, 
and one of the most demanding on our skills, is 
dental surgery. Often, in handling difficult cases, 
we get the idea that we don’t own enough instru- 
ments with which to do our work successfully. We 
find ourselves wishing that this elevator had a cer- 
tain bend at the neck, or that forceps had longer 
beaks with which to grasp an elusive tooth. Some- 
times we admit it is lack of skill when we fail to do 
a good job, but more often we place the blame on 
lack of adequate instruments. No matter what the 
trouble, there is help for all through use of the 
impactor. 

The impactor is a handpiece similar to the reg- 
ular straight handpiece used in operative den- 
tistry in that both are driven by the engine belt. 
The removal of one small screw from the regular 
handpiece enables the operator to interchange 
either handpiece easily and quickly when neces- 
sary. The impactor is equipped with a varied set 
of chisels and elevators which fit into the end in 
the same manner as with the regular handpiece. 
Two springs are supplied which slide into the 
impactor to regulate the strength of each blow or 
stroke of the impactor. One of the springs, the 
heavier of the two, is seldom needed as the light 
spring will do most of the required work. This, 
then, constitutes the impactor. 


Using the Impactor 


We all understand that when we use any eleva- 
tor in removing a tooth, we are employing the 
principle of socket expansion — that is, we force 
the instrument between the tooth and the bony 
socket. Something has to give, and it is the bone 
which yields. As we drive the elevator toward the 
apex of the tooth, the tooth actually “pops” from 
the socket. For the operator to force a tooth out 
in this manner, is very hard when done by main 
strength. Instead, he usually loosens it first, then 
reaches for a forceps to complete the job. 

With the impactor, many extractions are done 
without ever touching a forceps. This is because 
the dental engine and springs inside the impactor 
are doing the work for the operator, while he is 
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under no strain. Suppose the patient should jump 
while the impactor is working? The operator im- 
mediately takes his foot from the rheostat. This 
stops the handpiece as it does the regular opera- 
tive instrument. Then too, even while the impact- 
or and engine are going, it takes pressure on the 
part of the operator’s hands on the chisel or eleva- 
tor to first start the blow or stroke of the impactor. 
The impactor is built so that it may be rotated 
freely in the operator’s hand, enabling him to 
reach any angle in the mouth and to prevent his 
injuring the mouth through having to force it in 
difficult positions. 

The impactor may be used for splitting teeth 
during extraction. When teeth are encountered 
with roots so crooked that normal extraction is 
impossible, they may be first split by use of a 
chisel in the impactor — then removed by eleva- 
tors piece by piece from the socket. The impactor 
may also be used for the removal of bone over 
impacted third molars and around teeth whose 
crowns have been fractured. How often have you 
fractured a lower first molar crown at the gin- 
giva? When this happened to me, I used to turn 
the gingiva and use a bur to clear away the bone 
far enough to allow me to grasp the root witha 
forcep. Usually I succeeded in shearing the tooth 
again, and had to repeat the burring process 
again and again, until finally the root was out. 
By then, both the patient and I were completely 
exhausted. How simple if only I had seized the 
impactor when I had begun and elevated the 
tooth from the socket in a fraction of the time 
I had wasted! A third use of the impactor is for 
elevation of all teeth and their roots. In cases 
where the tooth is impacted, the bone is first 
chiseled away and then the tooth elevated from 
the socket. Sometimes the crowns must be split 
and the tooth removed sections at a time. 


Six Advantages 


Here are the advantages in using the impactor: 
1. It improves the skill of the operator by con- 
serving his strength. He merely directs the force 
exerted by the engine, and this force is more 
capable of doing the job than is the human hand. 
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Reproduced from THE SURGICAL APPLICATION OF THE IMPACTOR 


2. It saves time in that the length of operating 
time is lessened, as well as the time spent by the 
assistant in sterilizing instruments and handing 
them to the operator. They may be kept sterilized 
and ready for instant use, and there is little room 
wasted for their storage. One dentist made the 
statement that when he was doing a difficult ex- 
traction he wasted much valuable time searching 
through his instrument cabinet for a “better” 
instrument, but that since he had gotten the im- 
pactor he no longer did this because the impactor 
solved his problem. Other dentists claim that 
their bracket tables become so cluttered with 
surgery instruments during a hard extraction that 
they waste time fumbling through them. The 
impactor solves this problem. 

3. The impaetor has a better psychological 
effect on patients than do forceps or the hammer 
and chisel. Patients have been known to faint 
upon the sight of certain dental instruments, but 
there is nothing about the impactor which causes 
the least unpleasantness. A light stroke with the 
chisel splits a tooth without the jar and sight of 
the hammer and chisel, and the operator can work 
without the assistant doing the tapping for him. 


As long as the dentist works alone the patient has 
more confidence in him. 

4. It is easier on the dentist and the assistant. 
Since the dentist completes his job in less time 
and the engine does the work for him, he is less 
tired after each operation. The assistant is re- 
leased from strict duty at the chair and instru- 
ment cabinet. 

5. It is more economical. The impactor costs 
about forty dollars. To buy the number of in- 
struments whose place the impactor takes would 
cost much more. 

6. It is a means of building practice. The 
patient will appreciate the dentist's greater skill 
and will tell others about it. They will return for 
replacement work because you have gained their 
confidence through skill displayed at surgery. The 
poise and confidence gained by the dentist in us- 
ing the impactor, seeing what it does for him, will 
be influential in conducting a flourishing practice 
successfully. 

It has often been said, in doing dental surgery, 
that it isn’t so important to have a variety of in- 
struments as it is to have a few and know how to 
use them well. The impactor is many instruments 
in one. Its versatility is a shortcut to perfection 
in your surgery technique! 
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Dentts try in the Press 


\ 

LOS ANGELES — A patient listens to music 
while Dr. John M. Jepson works on her 
teeth. The head-set receiver was designed 
by Dr. Jepson. The rubber-covered con- 
ductors on the receiver are sterilized after 
each patient wears them. 

(World Wide Photos) 


WASH., D.C. — Dr. E. Reed Smith, his wife, 
and son, Reed, collect mail from the box 
in front of their home in Rock Creek Park. 
The sign overhead is the doctor's way of 
announcing that he’s a dentist. 

(World Wide Photos) 


BOSTON — Two-year-oid Geraid Fine half- 
winces in sympathy as his mother, Mrs. 
Sarah Fine, holds him in her lap as Dr. 
Max Sharpe works on her. Gerald refused 
to be separated from his mother, so Dr. 
Sharpe put him on her lap. 

(Associated Press Photo) 


BERLIN — If you want it straight from the horse’s mouth, Dr. Erwin Becker's your man. A former veterinary in the German army, he is 
the inventor of a mobile “dental chair’ for horses and of modern equipment for filling and grinding their teeth. 
Below at left, Dr. Becker, with a headlight illuminating the interior of the horse’s mouth, starts work with his drill, which is three 


feet long. 


At right, the close-up shows what goes on as the grinder works away in the horse’s mouth. The animal's tongue is held to the 
right side to keep it out of the way of the grinder. 
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